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The attention focused on highway fatalities led to federal action first through highway safety legislation—the Highway Safety Act of 1966 (Public Law [P.L.] 89-564)—which created the National Highway Traffic Safety Administration (NHTSA) in the U.S. Department of Transportation (DOT). Initial work on guidelines and curricula for training ambulance personnel and guidelines for ambulance equipment was followed by broader activities in EMS planning, training and personnel, communications, and transportation (NHTSA, 1990a). The agency's research and grant programs helped states develop the EMS component of federally mandated highway safety programs. The activities of the U.S. Department of Health, Education, and Welfare (DHEW), through the Division of Emergency Health Services, were limited at this time.
Subsequent NAS/NRC (1968, 1970b,c) reports on ambulance services addressed training standards for ambulance personnel, identified specific roles and responsibilities in providing care for patients, and specified medical requirements for ambulance design and for the equipment to be used by ambulance personnel. Requirements for pediatric care received some attention in these early reports. For example, training and equipment requirements for airway management, ventilation, and oxygenation specifically mentioned the need to have masks and airway devices in sizes appropriate for infants and children as well as adults (NAS/NRC 1968, 1970c). Although proposals for hospital-based clinical training called for experience in obstetrics, the nursery, and pediatrics, the detailed specifications included only delivery, postdelivery care, and care of newborns (NAS/NRC, 1970b).
Drawing on the new developments and recommendations, individual communities across the country began to enhance their capabilities for emergency care through greater attention to resources, training, and coordination of services, particularly for treating cardiac cases. The medical community undertook activities of its own in response to the nation's concern over emergency medical care. Training programs for emergency medical technicians (EMTs) and paramedics were begun. An NAS/NRC conference produced recommendations that medical professionals and allied health staff be trained in cardiopulmonary resuscitation (CPR) (Ad Hoc Committee on Car-diopulmonary Resuscitation, 1966).
Increasingly sophisticated hospital services became available. Specialized trauma units were established in hospitals in Chicago and Baltimore. Advancing critical care skills and technology were reflected in the first dedicated neonatal and pediatric intensive care units (NICUs and PICUs) (Downes, 1992). Regionally organized programs of neonatal intensive care, which made use of specially equipped ambulances and hospital transport teams, improved access to specialty services and succeeded in reducing neonatal mortality. Similar programs for older children have been slow to develop.d Ellers, 1990).
